Primary health care providers identify and treat many patients who are at risk for or are already experiencing alcohol-related problems. Brief interventions-counseling delivered by primary care providers in the context of several standard office visits-can be a successful treatment approach for many of these patients. Numerous trials involving a variety of patient populations have indicated that brief interventions can reduce patients' drinking levels, regardless of the patients' ages and gender. In clinical practice, brief interventions can help reduce the drinking levels of nondependent drinkers who drink more than the recommended limits, facilitate therapy and abstinence in patients receiving pharmacotherapy, and enhance the effectiveness of assessment and treatment referral in patients who do not respond to brief interventions alone. Despite the evidence for their usefulness, however, brief interventions for alcohol-related problems have not yet been widely implemented in primary care settings.
Many people who are at risk for, or who are already experiencing, alcoholrelated social and medical problems do not consult alcoholism treatment specialists but receive their health care from a primary care provider. Consequently, primary care settings offer an important opportunity to identify and treat people with potential drinking problems. Epidemiological analyses underscore the notion that primary care settings are pivotal in helping people with alcoholrelated problems. For example, a prevalence study conducted in primary care settings found that 20 percent of male patients and 10 percent of female patients
Essential Elements of Brief Intervention
The term "brief intervention" refers to a time-limited, patient-centered counseling strategy that focuses on changing patient behavior and increasing patient compliance with therapy. Although this article focuses on the use of brief intervention for changing alcohol use patterns, this approach is not unique to the treatment of alcohol problems. In fact, physicians and other health care professionals widely employ this technique to help patients change a variety of behaviors (e.g., to modify dietary habits; stop smoking; and reduce weight, cholesterol levels, or blood pressure).
In general, brief intervention consists of the following five essential steps (also see textbox on p. 130):
• Assessment and direct feedback. The health care provider assesses the patient's alcohol use and the presence of alcohol-related problems using, for example, the four-item CAGE questionnaire. 1 The provider then expresses his or her concern regarding the patient's drinking pattern, linking, when appropriate, the alcohol use to a medical problem, such as high blood pressure (i.e., hypertension) or inflammation of the stomach lining (i.e., gastritis).
• Negotiation and goal setting. The treatment provider and patient agree on a mutually acceptable goal for reducing alcohol use (e.g., the moderate drinking levels recommended by the NIAAA [1995] ).
• Behavioral modification techniques. The health care provider helps the patient to identify high-risk situations in which drinking will likely occur, such as family celebrations or stressful situations at work. The provider also familiarizes the patient with coping techniques for managing such high-risk situations and with ways for establishing a support network to help in this process.
• Self-help-directed bibliotherapy. For reinforcement, the health care provider supplies the patient with informational materials on alcohol use and its associated problems as well as on behavioral modification exercises.
• Followup and reinforcement. To ensure the long-term effectiveness of the brief intervention, the health care provider establishes a system for conducting supportive telephone consultation and followup visits with the patient.
A health care provider usually can conduct brief intervention incorporating these components during a standard 5-to 10-minute office visit. The number of visits required to ensure treatment success can vary, but studies suggest that three to four visits, or a combination of clinic visits and followup telephone consultations, can increase the effectiveness of the brief intervention (Wallace et al. 1988; Kristenson et al. 1983; Anderson and Scott 1992; Fleming et al. 1997) . Intervention workbooks that guide the health care provider through brief intervention and "drinking diary cards" that help the patient track his or her alcohol consumption can be useful Defining Moderate, At-Risk, Problem, and Dependent Alcohol Use According to guidelines published by the National Institute on Alcohol Abuse and Alcoholism in 1995, moderate, or low-risk, alcohol use is defined as consumption of no more than two standard drinks per day for men and no more than one standard drink per day for women and people over age 65. A standard drink is defined as one 12-ounce beer or wine cooler, one 5-ounce glass of wine, or 1.5 ounces of distilled spirits. Each of these standard drinks contains approximately 0.5 ounce, or 14 grams, of pure alcohol. At-risk alcohol use is defined as consumption of more than 7 drinks per week or more than 3 drinks per occasion for women and more than 14 drinks per week or more than 4 drinks per occasion for men. A positive response to one or more questions on the four-item CAGE questionnaire (see footnote 1 below) also may indicate at-risk use. Problem alcohol use is defined as one or more positive responses to the CAGE questionnaire and evidence of alcoholrelated medical or behavioral problems. Dependent use is defined as either three or four positive responses to the CAGE questionnaire and/or evidence of one or more symptoms of alcohol dependence (i.e., compulsion to drink, impaired control over drinking, withdrawal symptoms, drinking to relieve withdrawal, and increased tolerance to alcohol).
1
The CAGE, a widely used screening test for alcoholism, includes the following four questions: (1) Have you ever felt you should Cut down on your drinking?; (2) Have people Annoyed you by criticizing your drinking?; (3) Have you ever felt Guilty about your drinking?; and (4) Have you ever had a drink first thing in the morning to steady your nerves or to get rid of a hangover (Eye opener)? tools for focusing the provider-patient discussion and for facilitating behavior change (Fleming et al. 1997) .
2 Finally, more extensive counseling sessions with a clinic health educator or nurse can supplement the brief intervention delivered by the primary care provider.
Evidence of Brief Intervention's Effectiveness in Primary Care Settings
Clinical trials have demonstrated that brief intervention administered in a variety of treatment settings can reduce alcohol use for at least 12 months in patients who are not alcohol dependent. At least 20 trials conducted in medical clinics have been reported in the medical literature. Meta-analyses performed by Bien and colleagues (1993) , Kahan and colleagues (1995) , and Wilk and colleagues (1997) found that most brief intervention trials showed a positive outcome, as indicated by reduced consumption levels. Furthermore, these analyses suggested that clinicians could expect 10 to 30 percent of their patients to change their drinking behaviors as a result of brief intervention.
Few published trials of brief intervention have been performed exclusively in community-based primary care settings. However, studies conducted by Wallace and colleagues (1988) , Israel and colleagues (1996) , colleagues (1997, 1999) , and Ockene and colleagues (in press) have presented compelling evidence to support the effectiveness of brief intervention in primary care settings. Another trial of brief intervention, conducted in a variety of settings by the World Health Organization (WHO) Brief Intervention Study Group (1996) , also found positive outcomes associated with brief intervention. The validity of these findings is further supported by the fact that all these trials included large sample sizes and highly diverse patient populations. For a sum-
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The Five Essential Steps of Brief Intervention*
Step I. Assessment and Direct Feedback
Ask questions regarding alcohol consumption. Ask CAGE questions.** Assess medical, behavioral, and dependence problems.
• As your physician, I am concerned about how much you drink and how it is affecting your health.
• Less than 10 percent of men drink as much as you do.
• You are drinking alcohol at a level that puts you at serious risk for a number of alcohol-related problems.
Step II. Negotiation and Goal Setting
• You need to reduce your drinking.
• What do you think about cutting down to three drinks two to three times per week?
• Can you reduce your alcohol use for the next month?
Step III. Behavioral Modification Techniques
• Here is a list of situations when people drink and sometimes lose control of their drinking. Let's talk about ways you can avoid these situations.
• Can you identify a family member or a friend who can help you?
• What are the things you like about drinking?
• What are some of the things you don't like about your alcohol use?
Step IV. Self-Help-Directed Bibliotherapy Step V. Followup and Reinforcement
• I would like you to return to the clinic in 1 month to see if you have been able to change your drinking.
• My nurse will call you in 2 weeks to check on your progress.
• Brief intervention appears to be effective for both men and women as well as across all age groups. To date, only one study has suggested that brief intervention may be more effective for women than for men (Sanchez-Craig 1990) . Conversely, the six trials mentioned in the previous paragraph all found that brief intervention led to similar reductions in alcohol consumption for men and women. Furthermore, when Fleming and colleagues (1997) analyzed the effectiveness of brief intervention for patients of different ages in Project TrEAT (Trial for Early Alcohol Treatment), they found no difference in treatment effectiveness across age groups. However, only one trial has been conducted exclusively with older adults. In that study, called Project GOAL (Guiding Older Adult Lifestyles), brief intervention led to a 20-percent reduction in drinking levels in a sample of 158 older adults ages 65 to 85 (Fleming et al. 1999) .
Brief intervention can reduce not only the drinking levels of problem drinkers but also their health care utilization for related medical conditions. For example, as part of a study conducted in the late 1970s that focused on the prevention of cardiovascular disease, all men ages 46 to 53 residing in Malmo, Sweden, were invited to participate in a screening for cardiovascular disease, diabetes, and heavy drinking (Kristenson et al. 1983 ). The study identified 585 men with elevated blood levels of the enzyme gamma-glutamyl transferase (GGT), an indicator of long-term excessive alcohol consumption. The men were randomly assigned to either an experimental or control group. Over a study period of 12 months, the men in the experimental group received a brief intervention consisting of a consultation with their physician every 3 months, a monthly GGT test, and monthly contact with a nurse. The control group only received a letter with their initial GGT results and advice to reduce their alcohol consumption. The study found long-term (i.e., for 5 years after study entry) reductions in hospital days, sick days, and mortality in the experimental group compared with the control group. Project TrEAT, which included 774 patients ages 18 to 65 who were randomly assigned either to a brief intervention group or to a control group, also reported a significant decrease in hospital days in the intervention group compared with the control group (Fleming et al. 1997) . At the 1-year followup, the control group had required twice as many hospital days as had the intervention group. For a more detailed description of both trials, see the table.
In most trials on the effectiveness of brief interventions, physicians delivered the interventions. For example, in the study by Wallace and colleagues (1988) , 47 physicians throughout Great Britain were trained to administer the brief intervention protocol in their practices. Similarly, Project TrEAT recruited 64 family physicians from 10 counties in southern Wisconsin to participate in training programs and successfully complete the required research protocol (Fleming et al. 1997 ). However, other health care professionals, such as nurse practitioners, also can be taught to successfully conduct brief intervention. For example, Project HEALTH, which was conducted in Massachusetts and included 46 physicians and nurse practitioners (26 attending physicians, 12 resident physicians, and 8 nurse practitioners), had similar success rates in teaching clinicians to conduct brief intervention, as did the trials involving only physicians (Ockene et al. in press ).
Unanswered Questions
Although many of the clinical trials conducted to date have strongly supported the notion that brief intervention can be an effective tool for reducing the drinking levels of people at risk for or experiencing alcohol-related problems, numerous questions remain, including the following:
• Does brisef intervention reduce overall health care costs?
• Does brief intervention reduce alcohol use for more than 12 months, the most frequent followup period in the trials?
• Does brief intervention delivered in emergency departments and hospitals, rather than by primary care physicians, reduce rates of alcoholrelated problems, such as accidents and injuries?
• Does brief intervention for women at risk for alcohol use during pregnancy reduce the rates of fetal alcohol exposure?
• Does brief intervention work better when combined with pharmacotherapy?
• Is brief intervention more or less effective when performed by the patient's personal health care team rather than by a researcher who has no prior relationship with the patient?
• How can physicians and managed care organizations be convinced to implement brief intervention in primary care settings?
Many of these questions are being addressed by a dozen trials funded by the NIAAA and other Federal agencies that are either ongoing or have been completed recently but have not yet been reported in the literature.
Additional issues have been raised by several brief intervention trials that found only minimal differences between experimental groups receiving brief intervention and control groups (Richmond et al. 1995; Senft et al. 1997; Burge et al. 1997; Chang et al. in press) . Each of those trials found large reductions in alcohol use in both the experimental and control groups. Several factors may explain this observation. First, the research procedure itself, which included questions about alcohol use on multiple occasions for all study subjects, may have exerted an intervention effect. In that case, simply drawing attention to a patient's excessive drinking may have positively influenced the patient's drinking behavior. Second, the reduction in alcohol use could result Cont = control group not receiving brief intervention; exp = experimental group receiving specified brief intervention; g/wk = grams of alcohol per week; GGT = gammaglutamyl transferase, an enzyme that serves as an indicator of excessive long-term alcohol consumption; h = hour(s); min = minute(s); mo = month(s); yr = year(s).
from a phenomenon called "regression to the mean," which occurs because of the natural variability in alcohol use. This means that some patients will have been screened and enrolled in the study at time points at which their alcohol consumption was abnormally high compared with their average consumption over time. In such patients, subsequent consumption measurements will tend to gravitate back to their average consumption levels. Third, reduced drinking levels in the control subjects may be related to normal changes in alcohol use that occur in any person over time.
The Role of Brief Intervention in the Treatment of People With Alcohol Problems
Brief intervention can be useful for the treatment of at-risk, problem, and dependent drinkers, although the specific purpose of brief intervention may differ for each of these patient groups. Thus, three types of clinical situations exist in which brief intervention is used. First, brief intervention can help reduce alcohol use and the risk of alcohol-related problems in nondependent drinkers who consume alcohol amounts above the recommended limits (i.e., at-risk and problem drinkers). The goal of brief intervention with this population is to reduce alcohol use to low-risk levels, thereby minimizing the drinkers' risk of developing alcohol-related social and medical problems. Thus, the aim of brief intervention for these drinkers is not so much abstinence as harm reduction. For example, in young men, total mortality and the relative risk 3 of dying from violent causes increase with increasing alcohol consumption (see figure 1) . Therefore, if brief intervention can reduce alcohol use in young men from five standard drinks (i.e., 60 grams of pure alcohol) per day to two standard drinks (i.e., 28 grams of pure alcohol) per day, those men's relative risk for dying decreases fivefold (Andreasson et al. 1988) . Similarly, the relative risk of developing and dying from liver cirrhosis rises with increasing alcohol consumption (figure 2) (Anderson et al. 1993 ) and could be reduced by brief intervention-associated reductions in drinking levels.
A second clinical situation in which brief intervention may be useful is to facilitate medication compliance and abstinence in patients who are being treated with pharmacological therapies for alcohol dependence and coexisting psychiatric conditions, such as depression. Failure to continue taking their medication (i.e. noncompliance) is a major issue with these patients, a problem that brief intervention may ameliorate. For example, O'Connor and colleagues (1997) found that alcoholdependent patients treated with either disulfiram or naltrexone 4 were more likely to respond to and remain on their medication if they also received brief counseling. Similar benefits of brief intervention were noted in people treated with antidepressant medications. As more effective pharmacological agents become available, brief intervention is likely to become an increasingly important treatment strategy.
The third clinical situation in which brief intervention is beneficial involves alcohol-dependent patients or patients with alcohol-related problems who do not respond to this intervention alone. Although brief intervention by itself is not sufficient in these cases, it can help health care providers identify those patients and refer them to specialized treatment. Most patients who are referred for an assessment of their alcohol-related problems or for counseling either do not schedule an appointment or fail to keep the scheduled assessment (Bernstein and mortality (deaths per 1,000), both from violence (blue bars) and from causes other than violence (yellow bars), in young men ages 18 to 19. The risk of violent death increases steadily with increasing alcohol consumption. Conversely, the risk of death from other causes remains relatively low at a consumption level less than 400 g alcohol (or 28 standard drinks) per week but increases substantially with a weekly alcohol consumption of more than 400 g. The "relative risk" is the ratio of the incidence of an event (e.g., a violent death) in alcohol-exposed people to the incidence of that event in nonexposed people. 4 Disulfiram is a medication that causes an unpleasant reaction (e.g., flushing, nausea, and vomiting) when a person ingests alcohol. Naltrexone can reduce craving for alcohol in alcohol-dependent people. et al. 1997 ). In the terms of problembehavior modification (Prochaska and DiClemente 1992), the patients are still at the "precontemplation stage" and have not yet reached the "action stage." For patients in the precontemplation stage, the health care provider must address their ambivalence, resistance, and fears to ensure a successful referral. Brief intervention can greatly facilitate this process and increase the rates of successful assessment completion and admission to a treatment program (Bernstein et al. 1997 ).
Relationship of Brief Intervention and Other Approaches
A variety of alcoholism treatment approaches exist, ranging from physiciandelivered brief intervention to intensive inpatient therapy. Brief intervention is primarily based on motivational enhancement therapy. In addition, brief intervention uses many elements of 12-step-based methods and cognitive behavioral therapy. Nevertheless, brief intervention differs from these three types of interventions-which primarily are administered as long-term therapyin two respects. First, brief intervention frequently is not aimed at achieving complete abstinence but focuses on harm reduction and on increasing the patient's readiness to change his or her behavior. Second, the total number of visits during which brief intervention is delivered is limited.
Several strategies can help clinicians achieve their goals in the limited timeframe available for brief intervention:
• The physician can emphasize specific medical problems related to a patient's alcohol consumption to raise the patient's awareness that alcohol use can lead to serious health problems.
• The clinician can provide the patient with a written contract (in the form of a prescription) that specifies goals for reducing drinking levels.
• In many cases, if the physician has had a long-term and trusting relationship with the patient, the physician can influence the patient to change his or her behavior.
Implementing Brief Intervention in Primary Care
Many studies have demonstrated that brief intervention delivered in a primary care setting can be an effective way to help at-risk or problem drinkers change their drinking behavior, thereby ameliorating or preventing alcohol-related health and other problems. Nevertheless, brief intervention has not yet been widely implemented in primary care settings. Several factors contribute to this lack of implementation. First, health care settings today are complex systems involving numerous parties, including patients, health care providers, purchasers (e.g., employers and governmental agencies), and payers (e.g., insurance companies and health maintenance organizations). All of these parties have specific and sometimes competing agendas. For example, health care providers are primarily interested in providing the most effective care to their patients (including screening for potential health problems, such as excessive alcohol use), whereas purchasers and payers also are interested in cost containment. To enhance the implementation of brief intervention, health care purchasers and payers need to provide financial support and leadership. To achieve this goal, both purchasers and providers of health care insurance must realize that the prevention and treatment of alcohol problems will improve their clients' health, thereby reducing both health care and social costs. Professional organizations must more actively work with payers and providers to allocate resources that accurately reflect the adverse effects of alcohol problems on the health care industry and on the health of the American people.
Second, many clinicians do not receive adequate skills training in conducting brief intervention. Furthermore, clinicians often are not compensated or rewarded for conducting clinical activities related to the prevention and treatment of alcohol problems. Several steps can help remedy those barriers. For example, clinicians should attend training workshops on how to make brief intervention for alcohol problems an essential component of their regular clinical activities. The workshops should focus on skills-training activities, using role-play exercises and standardized patients (i.e., lay people trained to consistently replicate a clinical encounter). Quality improvement programs, which are being implemented throughout the health care system, also can provide a unique opportunity to change clinician practice behavior. Many of these programs currently do not cover alcoholism screening and intervention; however, the establishment of monitoring systems to examine alcohol use in patients being treated for hypertension, depression, or anxiety disorders could significantly change practice patterns. Such incentives as financial reimbursement, paid education time to attend training workshops, and quality-improvement peer review programs also may encourage clinicians to implement alcohol screening and intervention in their practices.
Third, brief intervention may be particularly difficult to implement in clinic settings, which already must accommodate a wide range of clinical tasks and activities, such as routine physicals, treatment of acute medical problems (e.g., trauma, infections, anxiety, and headaches), management of chronic conditions (e.g., depression, hypertension, and diabetes), and prevention programs (e.g., breast cancer screening, nutrition and diet counseling, and immunizations). To implement and maintain alcohol screening and intervention in clinic settings, procedures must be developed to incorporate brief intervention into routine clinical care. Measures such as self-administered screening tests, incorporation of alcoholrelated questions in the assessment of routine vital signs, and computerized reminder systems alerting clinicians to screen clients for alcohol problems can help identify patients who may benefit from brief intervention. Additional reminders (e.g., for followup) can be attached to the clients' medical records or posted in another prominent location. Self-help booklets, alcohol consumption diary cards, lists of self-help group meetings (e.g., Alcoholics Anonymous), and referral information with telephone numbers and names of alcoholism treatment specialists can assist clinicians and clients in establishing followup plans and strategies.
Fourth, the implementation of brief intervention often is prevented by the lack of integration of alcohol and other drug (AOD) treatment into primary care systems. Alcoholism treatment has historically occurred outside the traditional medical care system, and many alcoholism treatment programs are free standing and community based. Lack of communication between such specialized treatment programs and the client's primary health care providers can have serious adverse effects on a patient's long-term sobriety. For example, in contrast to other specialty referral systems (e.g., medical and surgical specialty clinics), AOD treatment programs do not routinely send copies of the assessment, treatment plan, or discharge summary to the client's health care provider. Similarly, AOD treatment specialists do not routinely call the client's physician or therapist to coordinate and jointly develop long-term treatment plans. Concerns about patient confidentiality may prevent the free flow of information between the specialized treatment program and the primary health care provider. Clients with alcohol problems, however, deserve treatment providers who communicate and work together to provide coordinated, comprehensive care.
Consequently, the integration of specialized alcoholism treatment into the general medical care system is an important component in enhancing the implementation of brief intervention. Two measures can facilitate an integrated treatment process of brief intervention and referral to specialized treatment:
• Alcoholism treatment programs should be located in close physical proximity to primary care offices, because physicians are more likely to refer clients to and communicate with a trusted colleague whose office is down the hall rather than make referrals to a stranger whose practice is located many miles away in a different system of care. Local proximity between primary care and specialized care providers also makes it easier for clients to accept and follow through with a referral.
• Communication between primary care and alcoholism treatment providers can be increased by encouraging primary health care providers to send referral letters to and request clinical updates from alcoholism treatment programs. Conversely, treatment programs should be encouraged to have their patients sign medical release forms that allow the programs to send assessments and treatment plans back to the primary health care provider. Such releases also allow primary care providers and alcoholism counselors to communicate directly by telephone to discuss treatment options. Ideally, primary care physicians and AOD treatment specialists should be members of one comprehensive medical care team.
Summary
Brief interventions are counseling strategies that primary care physicians can deliver during routine office visits to help clients change their drinking behavior (or any other health-related behavior). Numerous studies have suggested that brief intervention can reduce alcohol consumption in a substantial number of at-risk or problem drinkers and can facilitate the referral of dependent drinkers into specialized alcoholism treatment. As a result, brief intervention can help prevent or ameliorate numerous alcohol-related medical and social problems and the associated costs. Despite the encouraging results regarding the effectiveness of brief intervention, however, such measures have not yet been widely incorporated into primary care practices. Factors contributing to this lack of implementation include the complexity of the health care system, inadequate physician training, and lack of integration of AOD treatment into general medical practice. Coordinated efforts of health care providers, purchasers, and payers can help remove these barriers, thereby ensuring that patients with alcohol-related problems receive the comprehensive care they need. s
